




1533–3167/00Ruptured Infected Aneurysm of the Aorta Secondary to
Appendicitis
D.R. Morrow* and J.R. BoyleVascular Surgery, Box 201, Addenbrookes Hospital, Hills Road, Cambridge, Cambs CB2 2QQ, UKWe report a case of an infected aneurysm that developed in a previously normal aorta as a result of bacteraemic spread from
appendicitis. Blood cultures and culture of the aneurysm wall grew Bacteroides fragilis. He was treated with
appendicectomy, oversewing of the aorta, and a rifampicin-bonded axillobifemoral bypass graft.Keywords: Infected aneurysm; Aorta; Appendicitis.Report
A 65-year-old man presented with a 1 month history of
abdominal and right lower back pain with dysuria,
fever and rigors. He had been treated with antibiotics
by his general practitioner for a presumed urinary
tract infection. On admission he was febrile and
haemodynamically stable with generalised abdominal
tenderness and guarding. A CT scan (Fig. 1) showed a
thin-walled false aneurysm of the infrarenal aorta. At
laparotomy he was found to have generalised perito-
nitis with a contained rupture of a false aneurysm of
the infrarenal aorta and an appendiceal phlegmon in
the pelvis.
The aorta and iliac arteries were cross-clamped and
unsuccessful attempts were made to repair the
aneurysm in situ with autologous superficial femoral
vein and rifampicin-bonded Dacron. The aorta was
then oversewn just below the renal arteries and the
lower limbs were revascularised with a rifampicin-
bonded Dacron axillobifemoral bypass graft. The
appendix stump was oversewn and a thorough
peritoneal lavage was performed. Blood cultures and
culture of the aneurysm wall grew Bacteroides fragilis
sensitive to metronidazole. He was treated withing author. D.R.Morrow,MSc, FRCS, Vascular Surgery,
denbrookes Hospital, Hills Road, Cambridge, Cambs
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followed by oral metronidazole for 6 months. His
recovery was complicated by paraplegia and he was
later transferred to the spinal rehabilitation unit. On
discharge he was able to walk a few steps indepen-
dently and he remains otherwise well 8 months after
presentation.Discussion
This is only the fifth case of aortic sepsis secondary to
appendicitis that has been reported. Chambers et al.1
reported a 54 year old man who presented with rectal
bleeding, fever and right iliac fossa pain. At lapar-
otomy he was found to have a ruptured infrarenal
aortoiliac aneurysm with an adherent appendiceal
phlegmon and an iliac-appendiceal fistula. He later
developed an intramedullary abscess of the right
femur that grew Bacteroides fragilis. Jewkes and
Black2 reported a 58-year-old man who presented
with abdominal and back pain, fever and a tender
aneurysm. At laparotomy he was found to have an
appendix abscess in continuitywith an aortic aneurysm.
Cultures from the abscess and aneurysm wall grew
Bacteroides fragilis. Mostovych et al.3 reported a 75 year
old man who presented with abdominal pain, fever
and a tender aneurysm. A CT scan showed an
infrarenal abdominal aortic aneurysm withEJVES Extra 9, 11–12 (2005)
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Fig. 1. CT scan of the abdomen showing a false aneurysm of
the infrarenal aorta. The ring of aortic calcification shows
that the aorta was previously of normal calibre.
D. R. Morrow and J. R. Boyle12intraluminal gas and at laparotomy this was found to
be in continuity with an appendix abscess. Cultures
from the aneurysm grew Clostridium cadaveris and
cultures from the appendix grew Klebsiella pneumoniae
and Bacteroides species. Garb4 reported a 62 year old
female who presented with abdominal pain, a pulsa-
tile mass centrally and right iliac fossa tenderness. A
plain radiograph of the abdomen showed an aortic
aneurysmwith intramural gas and a CTscan showed a
contained rupture.
Our patient is unusual in that he did not have a pre-EJVES Extra Vol 9, February 2005existing aortic aneurysm nor was there direct contact
between the appendiceal phlegmon and the aorta. The
incomplete ring of aortic calcification seen on the CT
scan shows that his aorta was previously atherosclero-
tic but of normal calibre. We postulate that his aorta
was infected by bacteraemic spread rather than direct
extension leading to a focal aortitis with destruction of
the aortic wall and development of a false aneurysm.
One of these five patients was treated with
appendicectomy alone and died of an uncontained
rupture immediately afterwards. The other four
patients including ours were treated successfully
with oversewing of the aorta, appendicectomy and
axillobifemoral bypass. We, therefore, recommend this
treatment for this rare but life-threatening condition.References
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